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THE STUDY
While the authors use the nationally representative population sample data and focus on the topic which is most important from both the clinical and public health point of view, there are several methodological concerns about their study, which might require some minor revisions.
The main concern is the methodology of the statistical analyses: Cox regression is employed for analysing the data which are, essentially, cross-sectional (logistic regression would be more appropriate). In fact, logistic regression was successfully used for a similar analysis of cross-sectional data from the Estonian Family and Fertility Study (EFFS), reported by Altmets et al. (2011) .
It does not appear that the measurement instrument provided an opportunity to reliably establish the temporal and causal sequence of multiple conditions of interest -injuries (more than one), long-term illnesses/health disorders (more than one), and the periods of activity limitations attributed to each injury/illness/disorder. It could be the case that the authors assume that the self-reported (on one occasion) sequence of these events is fairly reliable -but even then, it cannot be claimed that a chronic illness/condition which was reported as starting *after* an injury was *caused* by this injury, and, hence, should be regarded as its outcome. Probably, such a claim is valid for certain types of injuries unconditionally linked to certain types of chronic illnesses, but such an explanation is unlikely to be applicable for all the reported cases of -injury at a younger age, chronic disease at an older age‖.
Of note, despite reporting that the statistical models were predominantly Cox regression models, the authors present only odds ratios, not hazard ratios. This suggests the use of logistic regression. It would be most helpful if the authors clarify this issue, and also mention the statistical software used.
Other points to clarify/edit are as follows.
The definition of -long-term‖ activity limitation as lasting for 3 months or longer is inconsistent with the ECHIM (European Community Health Indicators Monitoring) definition (6 months or longer).
While the sample size (n=11,192), response rate (70.2%), and the total number of respondents (n=7,855) are identical to those reported by Altmets et al. (2011) , the number of respondents by gender differs. While Altmets et al. report that 5,034 women and 2,821 men were interviewed, the respective numbers in the present study are different: 4,295 and 3,560.
In the EFFS, women were oversampled. However, the authors do not mention whether their analyses were weighted, in order to match the age and gender structure of the Estonian population.
It is not clear whether the severity of activity limitations, both in the past and at present, was taken into account, as it done by Altmets et al. (2011) .
In the existing literature, the cut-offs for the MHI-5 instrument differ; therefore, it would be sensible to provide some justification of the selected threshold.
References should be checked for typographic errors: for example, the family name of the first author for Reference 15 is Ameratunga, not Amertunga. RESULTS & CONCLUSIONS Once again, the main concern is that the chronic conditions or worse quality of life (QoL) parameters are regarded as -caused‖ by the injury which occurred before these outcomes of interest. Also, it cannot be excluded that some of the QoL characteristics (such as unemployment, deprivation, or poor mental health) preceded and even contributed to the injury.
Another point to clarify is the meaning of the -mean duration of the condition‖ (Results, Incidence and prevalence of injury, Line 12). If it is the mean duration of the injury-related activity limitation (as suggested in Discussion, Principal findings, Lines 50-51), it differs markedly from the mean duration of the activity limitation due to chronic illness/injury, reported by Altmets et al. (5.7 years for men and 6.7 years for women).
In the main text, Table 1 title, and Table 1 subheadings, it should be clarified that -prevalence‖ is related to -activity limitations‖, rather than to -injuries‖.
It is unclear what was the largest number of episodes of activitylimiting injuries/chronic illnesses for which more detailed information was recorded. For example, if a person reported five such episodes, would all of them be described in sufficient detail? Also, it should be specified whether the subsequent regression analyses included only first injury episodes, or all injury episodes reported.
It might be also worth mentioning (in Results or Discussion) that the lack of a substantial increase in the prevalence of injury-related activity limitations for the oldest age group could be partly explained by the fact that elderly people are more likely to attribute their activity limitations to a chronic illness, rather than to an injury.
For employment/activity status in Table 2 , it is unclear whether the option -other‖ stands for those unemployed (as suggested in the text). The first category could be labelled as -pupil/student‖, as the lowest age limit was 20 years.
In Table 2 , should poverty be defined as -<60% of median household income‖, rather than ->60%‖?
The description of Model 3 is not clear: is it, in fact, two modelsModel 3a (outcome = injury currently limiting activity) and Model 3b (outcome = injury which is no longer activity-limiting)?
In the sentence about non-response rate in the EFFS (Discussion, Strengths and Limitations, Lines 48-51), the reference would be better placed after -…the level internationally observed in complex social surveys‖, to prevent readers' confusion.
REPORTING & ETHICS
No information is provided on the ethical approval of the survey protocol and/or written informed consent to participate in the survey. 
REVIEWER

THE STUDY
Is the overall study design appropriate and adequate to answer the research question? The authors claim that their study closely resembles the 1958 British birth cohort study but I am not so sure. The British study collected data at birth and at ages 7, 11, 16, 23 and 33 years. In the current study, it appears that data were collected at one time point only.
Are the participants adequately described, their conditions defined, and the inclusion and exclusion criteria described? The authors used the term "chronic conditions" which gives the impression that they refer to conditions such as diabetes or arthritis. The term "chronic conditions" should be avoided in the context of the paper. Another issue is that the authors claim that the data are of good quality but do not provide any information regarding the participation rate and the level of missing data.
Are the methods adequately described? The authors should provide a rationale for why certain variables are included or excluded in models.
Are the abstract/summary/key messages/limitations accurate? Given the cross-sectional nature of the survey, I feel the conclusions may be a bit too strong. 
RESULTS & CONCLUSIONS
GENERAL COMMENTS
I think this is an interesting population-based study that comprises the incidence and prevalence of disability following non-fatal injuries in adult population in Estonia.
The study has some limitations like any piece of research that is worthy of publication.
I have following comments to the authors:
1. The title should be amended to more accurately reflect that your paper examines the population of adults.
2. Some confusion exists due to use of activity limitations and activity restrictions terms. These terms are often used as synonyms and should be clearly defined for the purpose of this study. You may consider using the ICF definition of activity limitations domain. The -activity restrictions‖ may be replaced by the ICF participation restrictions domain.
3.
A clear "case definition", i.e., non-fatal injuries is not provided.
4. The ethics (consent, ethical approval) is not addressed in the study.
5. There are 30 % of non-responders in the study. Have you found any socio-demographics differences between responders and nonresponders?
6. More details are required on characteristics of non-fatal injuries (cause and type), preferably presented as percentage by gender and age groups.
7. One of the major limitations in your study is that injuries are selfreported and not objectified by medical register. This limitation should be highlighted in the paper.
8. I would like to see the authors specifically discuss the implications of their findings for preventive efforts, clinical practice and future research. The conclusions (in both abstract and paper) should point out these implications.
VERSION 1 -AUTHOR RESPONSE
Reviewer: Dr Olga Vikhireva Q1. The main concern is the methodology of the statistical analyses: Cox regression is employed for analysing the data which are, essentially, cross-sectional (logistic regression would be more appropriate). In fact, logistic regression was successfully used for a similar analysis of cross-sectional data from the Estonian Family and Fertility Study (EFFS), reported by Altmets et al. (2011) .
Response: Cox regression builds a predictive model for time-to-event data. We agree with the reviewer that the Cox model is frequently used for data with multiple measurements (several data points in time), mostly for cohort study or randomized controlled trial data. However, Cox regression has been successfully used for the analysis of data collected in a single measurement (ref:
http://www.biomedcentral.com/1471-2288/3/21) Although the data of the Estonian Family and Fertility Survey were collected in a single measurement, the information obtained in the survey extends beyond the situation at the time of the interviews. As explained in the manuscript, the survey collected retrospective life histories (partnership formation, childbearing, education, employment, residential mobility and health). The previous analysis (reported by Altmets et al., 2011) did not use the life history information collected in the survey but rather focused on the current prevalence of activity limitations. We fully agree with the reviewer that logistic regression is an appropriate statistical technique for the analysis of such data. However, two parts of the present analysis (socio-demographic risk factors associated with injuries and the association between injuries and illnesses) draw specifically on retrospective life histories. For these parts of the analysis (life history data), the Cox regression has some advantages over logistic regression. First, the Cox regression considers not only the occurrence of events but also the duration until the event occurs. Second, the method can appropriately handle censored observations for which the event has not yet occurred. For our analysis, this is important because the respondents belong to different age groups/birth cohorts and are exposed to the risk of injury for different time periods. Third, Cox regression allows the inclusion of time-varying covariates in the models. The latter feature is particularly important for our analysis because the status of individuals can change over time: the respondents form and dissolve partnerships, enter and leave employment, move between jobs, become unemployed and retire, change residence, etc. If we had used only logistic regression, we would have been unable to account for censoring and the changes in the status of respondents. Our study also employs logistic regression. This method was used for the analysis of the association between injuries and quality of life.
Q2. It does not appear that the measurement instrument provided an opportunity to reliably establish the temporal and causal sequence of multiple conditions of interest -injuries (more than one), longterm illnesses/health disorders (more than one), and the periods of activity limitations attributed to each injury/illness/disorder. It could be the case that the authors assume that the self-reported (on one occasion) sequence of these events is fairly reliable -but even then, it cannot be claimed that a chronic illness/condition which was reported as starting *after* an injury was *caused* by this injury, and, hence, should be regarded as its outcome. Probably, such a claim is valid for certain types of injuries unconditionally linked to certain types of chronic illnesses, but such an explanation is unlikely to be applicable for all the reported cases of -injury at a younger age, chronic disease at an older age‖.
Response: We agree that self-reported retrospective data collected by means of interviewer administered questionnaires are open to several biases (recall bias, social desirability biases, selection for survivors amongst them).
We are inclined to think that these concerns are not unique to our study but characteristic of retrospective research designs in general. Retrospective studies must be distinguished from prospective studies (panel studies with repeated measurement) which offer much greater strength for research on causal processes. Despite their limitations, retrospective life history studies are extensively used in health and social research (e.g. Hakim, C. Successful designs for social and economic research. Second edition. London and New York, 2000) . They are often used in situations where prospective study is too expensive or simply not feasible.
To reduce the effect of these potential biases, our survey interviewers were carefully trained for the task. They were given instructions about how to support the recall and how to check the consistency of information provided by the respondents. The data collection was followed by procedures during which the material was subjected to systematic checks for internal and external consistency. If inconsistencies were detected, the questionnaires were retrieved and examined. In a limited number of cases, the respondents were re-contacted by telephone. The working group responsible for the survey included a public health specialist who supervised the implementation of the health module (prof. A. Saava). These procedures indicated a fairly good consistency of the data within and across life domains. We fully agree with the reviewer that inference from self-reported retrospective data requires a great deal of caution. We do not assume that every chronic illness/condition which was reported as starting after an injury was caused by this injury and should be regarded as its outcome. What we reported was -a significant increase in the chances of developing a chronic condition in the aftermath of injury‖ (page 7, line 10-11, the unrevised version). In the concluding section we stated that -our results indicate a -positive relationship between injury and chronic conditions: controlling for confounding factors, the occurrence of an activity-limiting injury was associated with a doubling of the likelihood of chronic conditions in its aftermath‖ (page 8, line 54-55, the unrevised version). Against that background, injury could be regarded as a risk factor rather than a direct cause of chronic illnesses/conditions. To avoid confusion, in the revised version, we have removed all wording that refers to causality. We also avoid describing the observed statistical relationships as -strong‖ as strength is a matter of subjective judgement.
Q3. Of note, despite reporting that the statistical models were predominantly Cox regression models, the authors present only odds ratios, not hazard ratios. This suggests the use of logistic regression. It would be most helpful if the authors clarify this issue, and also mention the statistical software used.
Response: We have replaced -odd ratios‖ with -hazard ratios‖ for the Cox regression models. We used SPSS (12.0.1) statistical software for the analyses. In the revised version, we have added this information in the Methods section.
Q4. The definition of -long-term‖ activity limitation as lasting for 3 months or longer is inconsistent with the ECHIM (European Community Health Indicators Monitoring) definition (6 months or longer).
Response: We thank the reviewer for directing our attention to this inconsistency with the ECHIM (European Community Health Indicators Monitoring). In the revised version, we amended the title of the article. Also, the wording has been corrected where applicable.
Q5. While the sample size (n=11,192), response rate (70.2%), and the total number of respondents (n=7,855) are identical to those reported by Altmets et al. (2011) , the number of respondents by gender differs. While Altmets et al. report that 5,034 women and 2,821 men were interviewed, the respective numbers in the present study are different: 4,295 and 3,560.
Response: Both studies use weighted data that matches the age and gender structure of the Estonian population. The weights increase the number of male respondents from 2,821 to 3,560 and decrease the number of female respondents from 5,034 to 4,295. The total number of respondents (7,855) does not differ between the weighted and non-weighted data. In the revised version, we have added information about weighting in the Methods section.
Although the analyses reported in Altmets et al. (2011) used weighted data, the number of male and female respondents (2,821 and 5,034) refers to non-weighted data. We admit this is an inconsistency.
Q6. It is not clear whether the severity of activity limitations, both in the past and at present, was taken into account, as it done by Altmets et al. (2011) .
Response: Information on severity was available only for the present activity limitations that were the focus of the previous study, reported in Altmets et al. (2011) . In contrast, this study analyses the present as well as past activity limitations. Since information on severity was available only for the former, this aspect was not incorporated in the present analysis.
Q7. In the existing literature, the cut-offs for the MHI-5 instrument differ; therefore, it would be sensible to provide some justification of the selected threshold.
Response: We agree that there is no single and generally accepted MHI-5 threshold for high mental distress. Our threshold (score 0-56) was based on the -Guidelines for the collection of data on 18 HIS items‖ issued by Eurostat (2004). We followed this recommendation since it was issued in the context of official statistics for all EU countries.
Q8. References should be checked for typographic errors: for example, the family name of the first author for Reference 15 is Ameratunga, not Amertunga.
Response: We thank the reviewer for directing our attention to errors in the references. In the revised version, all references have been checked for typographic errors.
Q9. Once again, the main concern is that the chronic conditions or worse quality of life (QoL) parameters are regarded as -caused‖ by the injury which occurred before these outcomes of interest. Also, it cannot be excluded that some of the QoL characteristics (such as unemployment, deprivation, or poor mental health) preceded and even contributed to the injury.
Response: We agree with the reviewer that especially if the latent period (interval between exposure and occurrence of disease or other outcomes) is protracted and ill defined, a cross-sectional study can only be used to assess a statistical association between exposure and a health status. We also agree that some of the QoL characteristics may have preceded or even contributed to the injury -as our quality of life measures are observed at the time of the survey, we are not able to consider the temporal order of events in this part of the analysis. We carefully revised the wording throughout the manuscript so as not to overstate the case of causality in regard to quality of life. Also, the title of the article has been revised to address this concern.
Q10. Another point to clarify is the meaning of the -mean duration of the condition‖ (Results, Incidence and prevalence of injury, Line 12). If it is the mean duration of the injury-related activity limitation (as suggested in Discussion, Principal findings, Lines 50-51), it differs markedly from the mean duration of the activity limitation due to chronic illness/injury, reported by Altmets et al. (5.7 years for men and 6.7 years for women).
Response: The difference in duration is explained by the focus of the two studies. In the previous study (Altmets et al., 2011), we analysed activity limitations caused by injuries and illnesses (the two causes combined). In this article, we focus solely on injuries. The difference in the results indicates that, on average, the reported duration of activity limitations is noticeably longer for injuries.
Q11. In the main text, Table 1 title, and Table 1 subheadings, it should be clarified that -prevalence‖ is related to -activity limitations‖, rather than to -injuries‖.
Response: The main text, Response: The largest number activity-limiting injuries reported was four injuries (two respondents).
The largest reported number of activity-limiting chronic illnesses was five illnesses (nine respondents). The combined maximum of injuries/illnesses was seven episodes (one respondent). Detailed information was recorded for each activity-limiting injury/chronic illness reported by the respondent. This is explained in the Measurements section --If the answer to either of the above questions was positive, several follow-up questions were asked concerning the characteristics of each reported injury and illness (cause, year and month of occurrence, duration of resulting activity limitation, medical certification of disability, etc.)‖.
Q13. Also, it should be specified whether the subsequent regression analyses included only first injury episodes, or all injury episodes reported.
Response: In most parts of the analysis (incidence and prevalence of injuries, the association between injury and the development of chronic conditions, and the association between injury and quality of life) we have used information on all injury episodes reported. The exception is the analysis of socio-demographic risk factors that focuses solely on the incidence of first activity limiting injury.
In the revised version, we have added the specifications in the Statistical methods section. We thank the reviewer for directing our attention to this important omission.
Q14. It might be also worth mentioning (in Results or Discussion) that the lack of a substantial increase in the prevalence of injury-related activity limitations for the oldest age group could be partly explained by the fact that elderly people are more likely to attribute their activity limitations to a chronic illness, rather than to an injury.
Response: We thank the reviewer for offering an additional explanation for the lack of increase in the prevalence of injury-related activity limitations in the oldest age group. In the revised version, we have added this explanation to the Results section.
Q15. For employment/activity status in Table 2 , it is unclear whether the option -other‖ stands for those unemployed (as suggested in the text). The first category could be labeled as -pupil/student‖, as the lowest age limit was 20 years.
Response: For employment/activity status in Table 2 , the option -other‖ stands for the residual category. It includes all activity/employment statuses, except the three statuses that are explicitly presented (child/pupil/student, employed: manual work and employed: non-manual work). In the original text, we mistakenly referred to -other‖ as -non-employment‖. In the revised version, the text has been corrected. Although the respondents were aged 20-79 at the time of interview, survival analysis follows them from birth to the first activity-limiting injury or censoring the interview (this is explained in the Statistical methods and variables section). For the latter reason, we would prefer to keep the current label for the first category of our employment/activity status variable (-child/pupil/student‖).
Q16. In Table 3 , should poverty be defined as -<60% of median household income‖, rather than ->60%‖?
Response: In Table 3 , we have changed the label from ->60% of median household income‖ to -<60% of median household income‖.
Q17. The description of Model 3 is not clear: is it, in fact, two models -Model 3a (outcome = injury currently limiting activity) and Model 3b (outcome = injury which is no longer activity-limiting)?
Response: Model 3 does not consist of two separate models. Unlike in the two previous models, in Model 3 the main independent variable has three levels: (i) the respondent had not experienced an activity-limiting injury (reference category), (ii) the respondent had an injury currently causing activity limitations, and (iii) the respondent had suffered an injury but had recovered from activity limitations by the time of the survey.
In the revised version, we have added a clarification describing our three-level independent variable in Model 3 (in Results section).
Q18. In the sentence about non-response rate in the EFFS (Discussion, Strengths and Limitations, Lines 48-51), the reference would be better placed after -…the level internationally observed in complex social surveys‖, to prevent readers' confusion.
Response: In the revised version, the reference is placed according to the recommendation.
Q19. No information is provided on the ethical approval of the survey protocol and/or written informed consent to participate in the survey.
Response: Participation in the survey was voluntary. All respondents were sent a letter that explained the aims of the survey and requested the consent to participate in the survey. Information about the procedure has been added in the revised version. The survey focused primarily on demographic and social issues and was commissioned by a social science research institution, therefore the procedure did not require approval by a medical ethics committee.
Reviewer: Trang Vu Q20. The authors claim that their study closely resembles the 1958 British birth cohort study but I am not so sure. The British study collected data at birth and at ages 7, 11, 16, 23 and 33 years. In the current study, it appears that data were collected at one time point only.
Response: We fully agree with the reviewer that the methodology used in our study differs from that used in the 1958 British birth cohort study. The British study used prospective design and collected longitudinal data with repeated measurements; our data were collected retrospectively in a single measurement. We included a reference to the British cohort study in the Discussion section for two reasons. First, this study has an important methodological advantage over cross-sectional and retrospective studies with regard to causal inference. Second, applying the prospective design, the British study demonstrated that having an injury is indeed associated with an increased risk of limiting illnesses in the aftermath of injury. When referring to the British cohort study (page 9, line 29-31), we did not claim that our study was similar to the British study. We noted that our findings corroborate the result obtained in the British cohort study which employed more advanced design.
To avoid misunderstanding, we have changed the wording. In the revised version, we draw explicit attention to the limitations of our study with regard to causal inference.
Q21. The authors used the term "chronic conditions" which gives the impression that they refer to conditions such as diabetes or arthritis. The term "chronic conditions" should be avoided in the context of the paper.
Response: The reason why we have used the term -chronic‖ relates to the fact that the survey collected information on conditions that lasted for longer periods. The presence of such conditions was ascertained by the following question: ‗Have you ever had any long-term illnesses or health disorders that limited your work, studies or daily activities for three months or longer?' (Measurements section). Typically, the duration of conditions reported in the survey significantly exceeded the three months threshold. We considered the recommendation carefully but we were not able to find a good substitute for -chronic conditions‖. In the revised version, we have added an explanation of what we mean by that term (Statistical Methods and variables section).
Q22. Another issue is that the authors claim that the data are of good quality but do not provide any information regarding the participation rate and the level of missing data.
Response: In the Methods section, we provide general information on the sampling and data collection, including the overall response rate of 70.2%. In the Discussion section, we provided information on the non-response related to ill health (2.1%). We also included reference to publications describing the survey and its results in greater detail. In the revised version, we have added some information concerning the variation in response rate across subgroups of respondents (Methods section). A similar conclusion can be reached with regard to missing data. For instance, the item-specific nonresponse does not exceed 1% for variables pertaining to injuries (please see also our reply to Q2).
Q23. The authors should provide a rationale for why certain variables are included or excluded in models.
Response: The inclusion of socio-demographic variables (gender, age group, educational attainment, employment/activity status, marital status and type of settlement) in the models was guided by previous research. These characteristics have been found to be significant correlates of health outcomes in various contexts, including in previous studies in Estonia. In the revised version, we have included a brief explanation, with reference to some publications on Estonia (Statistical methods and variables section). The Discussion section provides additional references to studies which have found significant variation associated with these variables.
Q24. Given the cross-sectional nature of the survey, I feel the conclusions may be a bit too strong. The research questions can only be satisfactorily answered by longitudinal data.
Response: We agree with the reviewer that given the design of our survey, the conclusions were a bit too strong in the previous version. We have carefully revised the wording throughout the manuscript so as not to overstate the case of causality with regard to the development of chronic conditions and quality of life. The wording of the research questions has also been amended (please see also our reply to Q9).
Reviewer: Nada Andelic, MD, PhD Q25. The title should be amended to more accurately reflect that your paper examines the population of adults.
Response: In the revised version, we have amended the title. The revised title includes a reference to the age range of the target population of the survey (20-79).
Q26. Some confusion exists due to use of activity limitations and activity restrictions terms. These terms are often used as synonyms and should be clearly defined for the purpose of this study. You may consider using the ICF definition of activity limitations domain. The -activity restrictions‖ may be replaced by the ICF participation restrictions domain.
Response: We thank the reviewer for directing our attention to inconsistent use of -activity limitations‖ and -activity restrictions‖. In the revised version, we avoid using these terms interchangeably. Consistent with our previous publications in the EJPH, we gave preference to -activity limitations‖.
Q27
. A clear "case definition", i.e., non-fatal injuries is not provided.
Response: In the revised version, we have included a definition of non-fatal injuries at the beginning of Statistics and Methods section.
Q28. The ethics (consent, ethical approval) is not addressed in the study.
Response: Participation in the survey was voluntary. All respondents were sent a letter that explained the aims of the survey and requested their consent to participate in the survey. This information has been added in the revised version. The survey focused primarily on demographic and social issues and was commissioned by a social science research institution, therefore the procedure did not require approval by a medical ethics committee.
Q29. There are 30 % of non-responders in the study. Have you found any socio-demographics differences between responders and non-responders?
Response: As frequently observed in population-based surveys, the response rate varied across subgroups of the population. Women (73%) had a higher response rate than men (65%), young adults had a lower response rate (65% in age group 20-29) than middle-aged and older adults. The weights introduced after the data collection corrected for differences in response rates across gender and age-groups. Differences in response rates between natives and immigrants and educational groups were relatively small.
Q30. More details are required on characteristics of non-fatal injuries (cause and type), preferably presented as percentage by gender and age groups.
Response: We agree with the reviewer that cause and type of non-fatal injuries are of interest. However, the analyses in this paper already address several different aspects of injuries (incidence and prevalence of injuries, socio-demographic risk factors, the association with the development of chronic conditions, and the association with quality of life). Analysing the characteristics of injuries is relatively weakly connected to the existing focuses and would be better examined in a separate research article. Also, sub-dividing injuries into sub-groups may be problematic because the number of events in each sub-group would become rather small. Q31. One of the major limitations in your study is that injuries are self-reported and not objectified by medical register. This limitation should be highlighted in the paper.
Response: We thank the reviewer for pointing our attention to this important omission. The lack of medical objectification is common in interview surveys. In the revised version, this limitation is addressed (Discussion section).
Q32. I would like to see the authors specifically discuss the implications of their findings for preventive efforts, clinical practice and future research. The conclusions (in both abstract and paper) should point out these implications.
Response: In the revised version, we have expanded the discussion of implications of our findings (Concluding section). As other reviewers urged us to avoid direct causal inference with regard to the development of chronic conditions and quality of life, we did not consider it appropriate to include implications for preventive efforts and clinical practice for that part. Instead, we have pointed to the need for further research. 
GENERAL COMMENTS
While all the major points have been successfully clarified, there are a few minor issues that you might want to address in the final version of the manuscript.
In particular, you no longer state that earlier injuries result in later chronic conditions. However, my impression is that you use the term -aftermath‖ for simply describing the life-years after the injury. Typically, this term is used for describing outcomes / results / consequences / repercussions / effects of an event, which does imply a certain degree of causality. In order to prevent the readers' confusion, you might want to avoid using this term.
Also, when you refer to the analysis of the 1958 British birth cohort study (Leah et al., 2001 ; Reference 17), it is worth noting that this analysis was restricted to driver injuries only and to a relatively narrow age range of 23 to 33 years.
In addition, the surname of the first author of that study is Leah, not Li (please see Reference 17).
For Reference 27, the second author is Ware JE Jr, and the name of the journal should be abbreviated as J Consult Clin Psychol.
Finally, you might want to double-check the manuscript for typos (e.g., in the second sentence of Introduction, -this‖ should be changed to -thus‖) and the subject-verb agreement errors (e.g., in the first sentence of Article focus, -a social gradient… have been documented‖ should be changed to -a social gradient… has been documented‖).
VERSION 2 -AUTHOR RESPONSE
Q1. While all the major points have been successfully clarified, there are a few minor issues that you might want to address in the final version of the manuscript. In particular, you no longer state that earlier injuries result in later chronic conditions. However, my impression is that you use the term -aftermath‖ for simply describing the life-years after the injury. Typically, this term is used for describing outcomes /results / consequences / repercussions / effects of an event, which does imply a certain degree of causality. In order to prevent the readers' confusion, you might want to avoid using this term.
Response: To prevent the readers' confusion, we have changed the wording according to the recommendation. In the final version, we have removed the term -aftermath‖ from the sections that describe our results.
Q2. Also, when you refer to the analysis of the 1958 British birth cohort study (Leah et al., 2001 ; Reference 17), it is worth noting that this analysis was restricted to driver injuries only and to a relatively narrow age range of 23 to 33 years.
Response: We have added the recommended information in the Discussion section.
Q3. In addition, the surname of the first author of that study is Leah, not Li (please see Reference 17). For Reference 27, the second author is Ware JE Jr, and the name of the journal should be abbreviated as J Consult Clin Psychol.
Response: In the final version, we have corrected the Reference 27. For Reference 17, we prefer to keep the original version (in the original article as well as in the PubMed database, the surname of the first author appears as Li).
Q4. Finally, you might want to double-check the manuscript for typos (e.g., in the second sentence of Introduction, -this‖ should be changed to -thus‖) and the subject-verb agreement errors (e.g., in the first sentence of Article focus, -a social gradient… have been documented‖ should be changed to -a social gradient… has been documented‖).
Response: We thank the reviewer for directing our attention to these mistakes. We have doublechecked the final version of the manuscript for typos.
